Osteoarthritis (OA), a disease that mainly targets cartilage, also affects ligaments, the subchondral bone and synovium, and, according to recent definitions, it is a disease of the joint as an organ. 1 Its most characteristic radiographic features are joint space narrowing, bone sclerosis and osteophytes; 2 bone erosions, and in particular subchondral bone erosions, have also been found in some patients. 3 Bone erosions that classically affect the interphalangeal (IP) joints identify a disease subset called erosive osteoarthritis (OA). 4 The particular localisation of erosive OA is considered so characteristic of the disease that the term has been used, since it was first described by Peter et al, 5 almost interchangeably with erosive hand OA. A growing body of evidence, however, suggests that it is time to re-evaluate the definition, since the term erosive OA can be appropriately applied to other OA localisations including at the thumb base (TB) 6 and facet joints. 7 These different disease subsets share not only the same classic radiographic features, such as subchondral bone erosions, but also the severity of the disease's clinical expression.
Unlike the classical clinical features noted in the large majority of patients with hand OA, erosive OA is characterised by an abrupt onset, swelling and erythema, as well as functional and at times symmetric limitation of several joints. 8 As these aspects seem quite similar to those found in inflammatory joint diseases, the term inflammatory OA, which has been proposed by some authors, does indeed seem justified. 9 New sensitive imaging techniques have demonstrated that the same radiological and clinical manifestations can also be found in TB and facet joint OA. 6 7 According to a population-based observational study carried out in North Staffordshire, focusing on two cohorts and examining 1076 participants with hand symptoms ≥1 day during the previous month, 10 it did not seem appropriate to include the TB joints (first carpometacarpal (CMC) and scaphoid-trapezoid (ST) joints) within the clinical spectrum of erosive hand OA. The prevalence of the erosive form in CMC joints was 2.2%, but only 0.5% of the patients had erosive disease simultaneously affecting the IP joints and first CMC joints. Only a small number of patients thus had erosive OA both at the IP joints and first CMC joints, while the rest of the participants had erosive OA exclusively at the IP joints or first CMC joints. According to that study's data, men are more frequently affected by erosive TB OA than women, 10 which was an unexpected finding since erosive IP joint OA mostly affects females. In view of the findings outlined here, it would seem reasonable to consider erosive TB OA as a separate entity from erosive IP OA. In view of Kwok et al's 10 data and the different gender prevalences that have been found, it also seems appropriate to consider erosive IP joint OA and erosive TB OA as two different subsets of erosive OA of the hand.
But it is also important to remember that the term erosive can also be applied to sites other than the hand. Two recent studies published, respectively, by Gellhorn et al 11 and Suri et al, 12 focused, in fact, on severe facet joint OA.
Facet joint OA is a frequent cause of back and neck pain. The radiological features of apophyseal joint OA include narrowing of the facet joint space, subarticular bone erosions, subchondral cysts, osteophyte formation and hypertrophy of the articular process. Facet joint OA is not distributed equally throughout the spine: the lower part of the lumbar region (L4-L5 and L5-S1) and the mid-cervical region (C3-C5) are more frequently affected. 13 The clinical syndrome of painful facet joints usually includes localised neck or back pain with some degree of radiation into the upper or lower limbs. Facet joint OA has been associated with degenerative disease. Structural changes of the facet joints can be caused by increased loading, which leads to degeneration of the disc or disc-space narrowing.
14 Up to 70% of the axial load can be borne by the facet joints in the event of severe disc-space narrowing. 15 OA of the facet joints should always be taken into consideration when a differential diagnosis of low back and cervical pain is being made, especially in older adults. If, moreover, erosions are found when the facet joints undergo imaging procedures, rheumatoid arthritis, spondyloarthritis and gout, as well as erosive facet joint OA, should all be taken into consideration.
To conclude, erosions, which tend to be more frequent than expected in OA and which certainly warrant further analysis, are often associated with severe clinical presentation and evolution. It is probably time to redefine erosive OA, which should be distinguished into three main subtypes: erosive hand OA of IP joints, erosive hand OA of TB joints and erosive OA of the facet joints.
